Objectives: To identify the reasons for unscheduled return visits to a public emergency department and possible strategies to reduce unscheduled return visits. Design: Cross-sectional survey. Setting: A public emergency department in Hong Kong. Patients: Unscheduled return visits within 48 hours in a threemonth period from 14 January 2000 to 15 April 2000. Main outcome measures: Patients' epidemiological characteristics, reasons, complaints and outcome of the unscheduled return visits. Results: During the study period, 3.3% (1,060) of the attendance was unscheduled return visits within 48 hours as recorded in the computerized A&E Information System of the hospital. However, only 738 patients (70%) responded to the questionnaire. These 738 patients formed the study population for further analysis. Illness-related factors accounted for 87% of the total unscheduled return visits. Patient-related factors were responsible for about 10% of unscheduled return visits. Doctor-related factors accounted for about 3% of unscheduled return visits. There was only one system-related unscheduled return visit. For the outcome of return visits, about 76% (559) was discharged after the second consultation. About 5% (40) was referred to specialist clinics. Around 24% (179) of patients was admitted. Of those admitted, 78% (140) was illness-related, 13% (23) was patient-related and 9% (16) was doctor-related. Upper respiratory tract infection was the most frequent complaint (34%), followed by painful conditions (23%) and injuries (10%). For children at or below 10 years of age, upper respiratory tract infection (60%) and febrile illness (15%) were the most frequent complaints. Conclusions: The study found that the reasons for return visits were multiple. These "unscheduled return visits" should not be automatically regarded as poor indicator of service. Better patient education, organized family practice system, upgrading of professional training and targeted audit are possible means to reduce unscheduled return visits. (Hong Kong j.emerg.med. 2003;10:153-161) 
Introduction
Nowadays in Hong Kong, emergency departments (EDs) are seeing more and more patients. 1 However, most of the patients are new to the staff and it is thus very important to make sure they are assessed carefully and are discharged safely. Reviewing re-attending patients of the emergency department will provide an opportunity for continuous quality improvement.
This study examined the issue of 'unscheduled return visits' of patients to the emergency department in a general public hospital in Hong Kong by identifying the clinical and epidemiological characteristics of reattending patients, and the reasons for the return visits. It was hoped that strategies might be designed to decrease avoidable return visits.
Study setting
The study was carried out in North District Hospital (NDH). It was a public hospital under the Hospital Authority serving a population of around 300,000 in the northeastern part of the New Territories of Hong Kong. The ED had over 125,000 attendances in the year 2000. The department was staffed with two consultants, nine senior medical officers and nine medical officers. The department provided a 24-hour free-of-charge service to patients with a wide spectrum of complaints. About 17% of patients were brought in by ambulance. For in-patient services, they were under the specialities of General Medicine, General Surgery, Paediatrics, Orthopaedics, Ophthalmology and Dental Surgery.
Patients and methods
All patients who returned to the ED within 48 hours during the 3-month study period from 14 January 2000 to 15 April 2000 were included. There was a computer ED registration system to identify all patients returning to the ED within 48 hours after attendance. A remark of 're-attend case' would automatically appear at the ED record of every revisiting patient. The nurse at the triage station then completed a questionnaire of return visit with the patients. The reason(s) for return visit and the source of referral were asked by an open-ended question approach. When patients were self-referred, they were asked if they had seen other doctors in the interval. If the return visits resulted in hospital admission, discharge summaries were reviewed for the final diagnoses. The patients' demographic data, presenting complaints on the two occasions, the reasons for the return as well as the outcome for the second visit were recorded. The reasons for return were ascertained from the records and were classified by the authors. Reasons for return were then further grouped as illness-related, patient-related, doctor-related or system-related respectively. Illness-related return referred to situations when the patient received appropriate emergency medical care, but the evolution of disease prompted the patient to return. Persistence, deterioration, complications of illness and new unrelated illness belonged to this group. Patient-related return was primarily the 'fault' of the patient and there was no evidence of deficiencies in emergency medical care provided. Doctor-related return referred to situations when the doctor was primarily responsible for the patient's return visit as exemplified by misdiagnosis. System-related return referred to situations when the healthcare system was considered primarily responsible for the patient return. Unavailability of an early specialist appointment or closure of the hospital pharmacy belonged to this group. The Statistical Package for Social Science computer software (Windows version 9.0) was employed for data analysis.
Results
The total number of patient attendance during the study period was 32,149 and the number of unscheduled return visits within 48 hours was 1,060 (3.3%). However, only 738 patients (70%) responded to the questionnaire, for unknown reasons. These 738 patients formed the study population for further analysis. Among the 738 patients, 402 (54%) were male and 336 (46%) were female.
The age distribution of the unscheduled return visits is shown in Figure 1 . Patients at or below 10 accounted for 34% (251) of the unscheduled return visits, 25% (63) of which was subsequently admitted. The overall admission rate was 12% for this age group during the study period. (Figure 2 ) The most frequent reason for returning to the ED was illness-related. (Table 1 ) It accounted for 86% of all return visits. Among them, 411 (64%) were due to persistence of illness and only 52 (8%) returned with a new issue unrelated to their original ED visits.
The second most important factor for return was patient-related. It accounted for 10% of the total reattendance. (Table 1) The two most frequent factors in this group were discharge against medical advice (36%) and disappearance after registration at the first (Table 2) For the system-related factor, the only unscheduled return visit was for earlier specialist appointment. (Table 1) For the outcome of return visits, about 76% (559) of patients was discharged after the second consultation. Among the return visits, about 5% (40) was referred to specialist clinics (Table 3 ) and 24% (179) was (Table 1) The admission rate for the overall attendance was about 17% in this period.
Upper respiratory tract infection was the most frequent presenting problem (34%). Painful conditions accounted for the second reason for return (23%). Regarding the painful conditions, more than half of them (62%) were abdominal pain. Injuries were the third most common symptoms of the patients (10%). Febrile illness (7%) and gastroenteritis (8%) were also common reasons for the return visits. Asthma or chronic obstructive airway disease accounted for about 4% of presenting symptoms for return, 56% of them required hospitalization at the second visit. (Table 4) If stratified by age, upper respiratory tract infection (60%) and febrile illness (15%) were the two most frequent complaints below 10 years of age.
Discussion
Owing to the soaring number of patients presenting to the EDs of public hospitals, 1 assuring a high level of quality care has become increasingly important in the administrative management of emergency medicine. It is commonly regarded as one of the indicators for poor service quality when patients return to the ED shortly after being treated. Thus, clinical audit to review the characteristics and the reasons for unscheduled return visits is becoming more and more common with ED directors.
The incidence of return visit from the study was 3.3% in our department during the study period. It was comparable to other EDs of public hospitals under the Hospital Authority, ranging from 2.5% to 4.4%. 2 The incidence was higher than that of a local study with similar settings reported by Wong in 1994. 3 However, in Wong's study, case finding was carried out manually basing upon reports from patients and many cases, as suggested by the authors, could be 
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COAD -Chronic obstructive airway disease missed if patients did not volunteer a history of previous visit. Besides, the number of patients using emergency services had increased tremendously in the recent few years. 1 This might explain the discrepancy in the findings. As such, it would be more difficult to compare the finding with other countries because of the difference in the organization of health care and the different time frames for unscheduled return used in different studies.
In our study the majority of return visits were illnessrelated and this was similar to the study of Wong. The results of Pierce in the United States, however, were different, reporting patient-related factors as the most important cause of re-attendance. 4 This might be the result of a difference in the organization of health care. In Hong Kong most people did not have a family physician and they would attend nearby EDs for episodic illness. This was demonstrated by the fact that a substantial proportion of our patients belonged to semi-or non-urgent categories on return visits. Besides, ver y few of them consulted private practitioners before the second visit.
Many patient-related returns involved patients who discharged themselves against medical advice or actually left before medical consultation at the first visit. On return visit, significant proportion of these patients required hospitalization, compared with the overall admission rate in that period. Thus, they were high-risk patients. Given the medical and legal concerns such patients can engender, it is essential that doctors or nurses document triage time, the circumstances surrounding patients' departure, and when appropriate, the patients' competence to refuse advice. Proper counselling and clear explanation to patients at the first visit are essential.
It was not surprising to see that only a minority gave convenience and free services in ED as the reasons of return visit. Traditionally, Chinese patients would find it embarrassing and condescending if their reasons for return visit were for the convenience and free services. To this end, it would be very difficult for them to participate voluntarily in the questionnaire using an open-ended question approach. As a consequence of the economy recession in Hong Kong nowadays, EDs are convenient, well equipped and most importantly, free of charge. Many patients, in fact, prefer to use EDs for even primary care problems. This was also reflected by the extremely low utilization rate of the private medical centres set up by the Hong Kong Medical Association adjacent to EDs of Queen Mary and Tuen Mun Hospitals even at peak hours with long waiting times. The consultation fee was $200 dollars. Both centres were closed four months later due to the low utilization rate and high maintenance fee. From their questionnaire, patients who had used such a service found it satisfactory. However, more than half of the responders still preferred to go to the EDs. 5 Although doctor-related returns accounted for a small minority of total cases, many of these patients needed hospitalization on revisit. Abdominal pain was a common presenting painful symptom in this study and the diagnostic error most commonly seen was 'non-specific abdominal syndrome'. Missing 'acute appendicitis' was one of the common diagnostic errors in our study. It is interesting to compare the results of another study conducted in the same hospital at a different time period, which demonstrated similar findings. 6 Missed fractures also accounted for some morbidity.
It is understandable that most of the cases of missed diagnosis usually have very non-specific presentations. With the busy ED environment, inexperienced physicians may easily discharge these patients prematurely at the initial visit. Correct diagnosis may be made if these patients have been monitored for longer periods before being discharged. Longer observation time with repeated examination in an observation room may help to decrease the risk of early discharge from ED. From Chung's study, diagnostic accuracy increased with the seniority of emergency physicians for acute appendicitis. 6 It seems logical to expect that this will also apply to other difficult diagnosis. Ideally, some overseas studies did suggest that unscheduled return patients should be seen by more senior doctors. [7] [8] [9] This option, however, may not be cost-effective in some setting, especially with the scarcity of senior staff and financial constraint. Other possible options to decrease the frequency of physician errors or increase the rate and timeliness of their detection may include regular, targeted ED-based clinical audit regarding common or particularly serious errors in case management, 4 continuous medical education and vocational training programmes. Development of subspecialty training in emergency medicine, e.g. surgical or paediatric emergencies may help to raise the clinical suspicion of a particular problem in susceptible patients. Mandatory and rapid imaging report by radiologists will definitely help to decrease the morbidity of misdiagnosis. Finally, we should not be annoyed by return visits but should welcome them as a second chance for rectifying or improving our care. 10 System factors, although negligible in our study, was likely to be under-reported. Some of the illness-related re-attendance were actually system problems in disguise. As a custom, patients will redirect their problem to illness rather than to the system itself. For instance, a revisit for persistent back pain, in fact, might have the hidden agenda of dissatisfaction with the long waiting appointment to see orthopaedic specialists. It would be very difficult to detect the reason in an open-ended questionnaire unless we specifically asked for it. Provision of some quota of early specialist appointment reserved for ED will help to reduce revisit. Establishment of joint specialists follow-up clinic, other than providing better training for emergency physicians, will help to trim down revisit.
In the course of the study, there were seven patients visiting the ED more than five times during the relatively short three-month study period with similar complaints. While every ED has anecdotes about its 'regulars', little is known about this small but possibly diverse group of patients. From our study, some had chronic psychiatric conditions, others were associated with alcoholism, and some complained of non-specific problems and requested repeat admissions, probably with underlying social problems. One patient requested for injection of narcotic analgesic at every visit for pain control. There was no uniform solution to this group of patients. As such, when evaluating these patients, it is crucial that subjective bias should be avoided. Every complaint, especially new ones, should be judged with respect. Detailed history and physical examination should be clearly documented every time, as these elements are particularly important to these groups. In addition, multidisciplinary care should be useful to manage these patients.
It would be more informative to have a further analysis on the groups of patients most likely to return. According to demographic data, patients at and below 10 were the most vulnerable group for return visits and also subsequent admissions. The common reasons for re-attendance were upper respiratory symptoms and fever. Likely reasons for the higher repeat-visit of young children might be that parents were more concerned with symptoms such as fever in younger children and that diagnosis was more difficult in this age group, leaving parents less convinced of the original diagnosis and therefore more likely to return for a re-evaluation.
Patients with asthma or chronic obstructive airway disease (COAD), although accounting for a small percentage of presenting symptoms for return, were the high-risk groups for admission at the second visit. Premature discharge and inadequate therapies at the first visit inevitably explained part of the return. Longer period in observation room with more aggressive therapies, together with proper education and referral, might help to decrease the return visit. On the other hand, particularly in the older age group, poor social and home support did contribute to the recurrent exacerbation of these diseases.
After reviewing the high risk factors, it would be interesting to define the group of patients whose return visit could be avoided if they were better managed at the first visit. The most common complaints among patients who revisited were upper respiratory tract problems, abdominal pain, gastroenteritis and febrile illness. It is expected that the majority of the above illness are self-limiting and will improve with time. In fact, most of them were categorized as semi-or even non-urgent cases on the subsequent returns. It was also noted that during return visits, the majority of them still had the same diagnosis as the first visit. Even for those admitted, a substantial proportion of the discharged diagnoses were the same as the provisional diagnosis at admission. The correlation of diagnosis was especially strong in the paediatric age group. Our findings did suggest that the patients and their parents had strong concerns about these illnesses and required repeated reassurance. Interventions to reduce these unscheduled return visits might include better explanation and communication with patients or parents about the illness and treatment. A more realistic time frame for improvement of symptoms should be given. 4, 11 More careful discharge explanation and provision of simple, practical written instructions and pamphlets may decrease the number of such unnecessary returns. Alternatively, a better follow-up service at the ED may help to decrease these unscheduled returns. However, whether it is costeffective is questionable. Needless to say, the ultimate solution is to have better public education on common diseases, together with a better-organized family doctor system as support.
Several limitations to our study warrant comments. We failed to include all the unscheduled return visits in the study as mentioned above, but we believed that those missing cases still followed a similar pattern. Assignment of reasons for patients' return to the ED was an unavoidably subjective process. During the evaluation of revisit, subjective bias might be introduced despite the fact that the authors tried to judge the reasons for patients' return objectively. We further attempted to minimize this problem by reviewing the discharge records if the patients were admitted. However, we could not detect patients who were initially treated at our ED but sought emergency care from other hospitals within 48 hours. We believed the number was small. Finally, as our study was conducted in the northeastern part of the New Territories of Hong Kong, observations derived from this locality might not be generalizable to other hospital EDs due to different geographical and epidemiological factors. Multi-centre study of EDs in Hong Kong will improve the validity of the results.
Conclusion
The decision of patients to return to an accident and emergency department is complex and involves medical, psychosocial and behavioural factors. To discuss the issue of 'unscheduled return visit', one must first clarify one question: whether this label inevitably implies poor quality service or not. From our study, we found that this assumption might not represent the entire picture. The majorities of our return visits were illness and patient-related. Lots of factors might influence their return to the ED, for example, free service, lack of other medical support, undue anxiety of the disease, etc. Thus, these returns should not be attributed solely to poor quality service. Nevertheless, the results of this study did indicate that some of the revisits could be avoided. Structured professional training, effective communication skills, adequate senior supervision and targeted clinical audit are possible means to minimize re-attendance and most importantly, to decrease morbidity and mortality. With the economic recession in Hong Kong nowadays, we expect more and more people coming to EDs for free services. Hospital administrators should revise and set up long-term policy for emergency services. As front-line staff, it is our ultimate responsibility to make sure that patients are treated properly and discharged safely. Last but not the least, return visits may provide us a second chance to rectify or improve our care.
